ards regression model to develop the prediction tool. The tool assigned point totals for each variable, and a total point score for each patient was calculated. The scores were applied to a reference plot nomogram or entered into a handheld device, both showing the risk for death. Outcomes: All-cause mortality within 6 months of hospital discharge.
M a i n r e s u l t s 6-month all-cause mortality rates were similar between the derivation and validation cohorts (4.8% and 4.7%, respectively). 9 multivariate predictors of death were identified in the derivation cohort that performed similarly in the validation cohort (Table) . The prediction tool performed well in all forms of ACS (STEMI, NSTEMI, and unstable angina); the c statistic was 0.81 in the derivation cohort and 0.75 in the validation cohort.
C o n c l u s i o n
In patients hospitalized for the acute coronary syndrome, a bedside prediction tool predicted all-cause mortality within 6 months of discharge. 
C l i n i c a l P r e d i c t i o n G u i d e
A bedside prediction tool predicted all-cause mortality 6 months after discharge for the acute coronary syndrome 
C o m m e n t a r y
Accurate prognostic information in ACS is a key factor in adapting interventions to individual patient risk. The current classification of ACS is based mainly on quantifying the extent of myocardial injury. It identifies patient groups with different prognoses and intervention needs. However, it has been proposed that more comprehensive evaluation of long-term risk is needed, beyond the information provided by biochemical markers of myocardial necrosis (1). In the study by Eagle and colleagues, the GRACE risk score integrated simple and readily obtainable patient characteristics, including whether the patient had received inhospital percutaneous coronary intervention, and serum markers to complement the prognostic information pertaining to the type of ACS. Other risk prediction tools are available for unstable angina, NSTEMI, and STEMI, based on data from randomized controlled trials (2, 3) . Those scores showed predictive ability for a composite score, including new or recurrent MI, need for revascularization (2) , and death (3) . Besides the fact that the scores were designed for short-term prognosis (up to 30 d) and that each one covered only a part of the ACS spectrum, their main problem was that patient outcome reflected the highly controlled environment of clinical trials and not the usual circumstances of care. In contrast, the GRACE risk score was derived and validated in 2 large, multinational prospective cohorts that better reflected everyday practice.
To clarify the role of the GRACE risk score as a therapeutic decision aid, it is desirable that the score's risk estimates identify groups with different responses to interventions. For example, in patients with unstable angina or NSTEMI and higher TIMI risk scores, enoxaparin was more effective than unfractionated heparin (2) . We still need data on the efficacy of guiding therapeutic decisions based on GRACE risk score estimates. However, the strong validity, simplicity, and greater generalizability of this tool compared with clinical trial-based tools make the GRACE risk score a solid candidate to help guide ACS management.
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